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PROGRESS OF MEDICAL SCIENCE 


or is progressing, the diseased seminal vesicles should be removed, 
If the tuberculous process is frankly inflammatoiy from the beginning, 
and occurs simultaneously with the tuberculous process in the testicles 
or epididymis, the seminal vesicles should be removed at the same 
time as or soon after the castration or epididymectomy. If, in the 
operation of removing the seminal vesicles, the prostate is found to be 
tuberculous also, the diseased parts of this gland should be removed. 
When the tuberculosis involves the sexual and genital organs, the 
removal of the diseased parts of the genital apparatus is contra-indi¬ 
cated only when the tuberculosis of the urinary tract is too far advanced 
or there is involvement of both kidneys. If a simultaneous tubercu¬ 
losis of the lungs or other organs is limited, and if it has not a marked 
effect on the general condition, operation is not contra-indicated. If 
the bad general condition depends upon the tuberculous lesions of the' 
genital organs, we have a formidable reason for operating as soon as 
possible. The removal of the seminal vesicles can be performed by the 
inguino-iliac route in case of absolute necessity, when after orchidectomy 
or cpididymectomyone establishes that the process has involved the whole 
vas deferens, and when before operation the lesion of the seminal vesicles 
had not been recognized. If m denuding the vas higher and higher, 
with the purpose of reaching a sound portion, one becomes convinced 
that it is diseased in its whole course, the seminal vesicle should be 
removed also. When the disease is unilateral the inguino-iliac route 
should be employed. The perineal route gives less space for the re¬ 
moval of the seminal vesicles than the sacral, but takes less time for the 
execution of the whole operation, and should be employed in feeble 
patients in whom the removal of ull the diseased organs in two opera¬ 
tions should not be done.. In those patients in whom the removal of the 
diseased portions of the genital apparatus can be done in two stages, 
one may employ the tempo ran* resection of the sacrum, by which 
more space and easy access to the seminal vesicles is afforded. The 
immediate results of spermatocystectomy are very satisfactoiy. The 
mortality in insignificant. There are some reasons for believing that 
the final results are satisfactory’. A large number of cases followed 
for a longer or shorter time have not recurred. 


The Late Results of Ureterocystcstcmies.— Boari {Ann. d. mal d. 
org. g£n.-urin. t 1909, ii, 1232) reports on the late results of 13 
collected cases of ureterocystostomy, which have been preformed in 
the past ten years. One was performed in 1908, and another in 1909. 
In still another an autopsy had been performed a year after operation. 
In all the others the time which has intervened since the operation 
varies from five to ten years. The operation in all these cases was 
performed with the aid of an anastomosis button, which was first 
suggested by Boari. Although, in the 9 cases studied, the operation 
were performed by eight different surgeons, the immediate results 
were good in all. It was generally agreed that the technique was 
easy. Boari believes that the failures- reported from other methods 
are due to: (1) The fact that the anastomoses are poorly made, either 
because of a faulty technique, or the sutures are too close, together 
causing a consequent stenosis of the orifice; (2) healing by first intention 
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does not ocur, so that fistula develop and later stenosis; (3) the condi¬ 
tion of the kidney and ureter prior to operation interferes with success, 
an ascending infection often causing fistula. In the 9 cases the opera¬ 
tion was necessitated by a ureteral fistula, consecutive to a severe 
labor or to a vaginal hysterectomy. In order to preserve the functional 
value of the kidney, the operation should be done as soon as possible 
after a positive diagnosis has been made, since infection of the kidney 
occurs easily. The good results obtained, and proved by a number of 
cases during a prolonged period, indicate that the anastomosis by a 
button deserves every confidence. Late stenosis has been observed in 
some cases in which the anastomosis was made with sutures, but never 
in those made with a button. 


The Double Filigree Operation to the Badical Cure oUnguinal Hernia.— 
McGavin (Brit. Med. Jour., August 14,1909) says that it is the general 
complaint of surgeons that in inguinal hemhn in patients of poor phy¬ 
sique, m elderly subjects, in those whose occupations involve a constantly 
recurring increase of intra-abdominal pressure, and in any patient 
m whom such a hernia has recurred or has exceeded the more moderate 
dimensions, the prospect of accomplishing a really radical cure is ex¬ 
tremely remote and in some cases quite impossible. In all cases in which 
hernia occurs or recurs, the chief factors are: (a) the presence or forma¬ 
tion of a peritonealsac; (£) the recession or pushing aside of the muscular 

walls of the inguinal canal; (c) the stretching of the fibrous structures 
covering the can&L The method of making the filigree is described. As 
perfect asepsis is necessaiy here, or more so than in the implanting of 
abdominal filigrees, they should be placed in ether for five minutes, to 
remove all.grease from them, and should be left in the sterilizer in the 
centre of the boiling area until the moment of implantation, when they 
are lifted directly from the sterilizer into the wound. The operation is 
at first conducted exactly as in an ordinary Bassini, except that the apon¬ 
eurosis should be split to a point rather farther out, ana the peritoneum 
must be more freely separated from the under surface of the conjoined 
tendon, as must the latter from the aponeurosis overlying it The sac 
having been isolated and dealt with, the cord is held out of the way, 
and the first two of the sutures which are to approximate the conjoined 
tenoon to Poupart’s ligament are inserted, and their ends caught by 
pressure forceps. These sutures being held aside by an assistant, the 
pubic section of the filigree is placed upon the peritoneum, its narrow 
end being close to the pubic spine and its wide end at the inner margin 
of the internal ring. The conjoined tendon is then brought in close 
contact with Poupart’s ligament over the filigree, by the two sutures 
* re ? d £ pserted, and as many more inserted as are deemed necessaiy, 
the bed m which the filigree lies being kept as dry as possible. In cases 
in winch the muscular wall external to the internal ring is strong, the 
cord is placed in position and the iliac section of- the filigree is taken 
from the sterilizer and is placed beneath the aponeurosis in such a way 
that its inner end lies over the internal abdominal ring and upon the 
cord for a space of three-fourths of an inch, the outer end being carried 
outward and laid upon the surface of the internal oblique muscle, one 
or two sutures holding it in place. If the above mentioned weakness 



